Background and objectives-While socioeconomically derived diVerences in health and health services use have long been a subject of study, diVerences based on gender, considered as the explicative variable, have scarcely been quantified from population-based data. The aim of this investigation was to analyse inequalities in health and health care services utilisation between men and women in Catalonia (Spain). Design, setting, participants, and measures-Data from the Catalan Health Interview Survey, a cross sectional survey conducted in 1994, were used. A total of 6604 women and 5641 men aged 15 years or over were included for analysis. Health related variables studied were self perceived health, restriction of activity (past two weeks), and presence of chronic conditions; health services use variables analysed were having visited a health professional (past two weeks), an optometrist (12 months), or a dentist (12 months); and hospitalisation (past 12 months). Age standardised proportions were computed according to gender, and prevalence odds ratios (OR) were derived from logistic regression equations. Main results-Women more frequently rated their health as fair or poor than men (29.8% v 21.4%; OR=1.22; 95% CI: 1.10, 1.34). More women than men reported having restricted activity days (OR=1.86; 95% CI: 1.59, 2.18) and chronic conditions (OR=1.74; 95% CI: 1.60, 1.89). The proportion of women visiting a health professional was slightly greater than that for men (OR=1.20; 95% CI: 1.09, 1.31), as was the proportion of women visiting an optometrist (OR=1.21; 95% CI: 1.11, 1.33), and a dentist (OR=1.43; 95% CI: 1.31, 1.55). The proportion of hospitalisation was lower in women (6.6%) than in men (7.7%; OR=0.73; 95% CI: 0.63, 0.85). When health services use was analysed according to self perceived health, women declaring good health reported a greater probability of consulting a health professional (OR=1.35; 95% CI: 1.20, 1.52). There were no diVerences in respect to hospitalisation, visits to the optometrist and to the dentist. Conclusions-These results indicate a pattern close to the inverse care law, as women, who express a lower level of health and thus would need more health care, are not, however, using health services more frequently than men. (J Epidemiol Community Health 1999;53:218-222) While gender diVerences in health, assessed in terms of mortality and morbidity, have been reported in most developed countries over recent decades, 1-10 less attention has been paid to the pattern of health care services use.
While gender diVerences in health, assessed in terms of mortality and morbidity, have been reported in most developed countries over recent decades, [1] [2] [3] [4] [5] [6] [7] [8] [9] [10] less attention has been paid to the pattern of health care services use. 1 11-14 In Spain, as in most developed countries, the reduction of social inequalities in health and in access to health care is a matter of concern. Although social inequalities refer both to economic and gender diVerentials, the latter have received less attention. Crude data from Health Interview Surveys conducted in Barcelona 15 16 and Spain 17 18 indicated that women were more likely than men to declare a poor self perceived health status, that the average number of bed days per year was greater among women, while there were no differences between women and men in hospitalisation rates. Data from diVerent European countries showed a similar pattern. 19 Recent investigations, also based on data from the Spanish National Health Interview Survey, have demonstrated social inequalities in self perceived health, and in use and accessibility to health care services in Spain. 20 21 These and other studies, however, have analysed socioeconomic diVerences according to social class, level of education, and income, in men and women separately, or "adjusting for gender", 22 without considering inequalities in health and health care services use "according to gender". Moreover, few studies have analysed gender diVerences in health services use while taking into account the need for care. Sex is generally treated in most medical and health services research as a potential confounder rather than an explicative variable. 23 Our purpose in this study was to investigate gender-based inequalities in health and health care services utilisation, using data from the 1994 Catalan Health Interview Survey.
Methods
The 1994 Catalan Health Interview Survey was a cross sectional survey based on a representative sample of the noninstitutionalised population of Catalonia (an autonomous region in the north east of Spain). As well as sociodemographic data, the survey included self reported information on morbidity, health status, lifestyles, and use of health care services.
Fifteen thousand subjects were randomly selected using a multiple stage random sampling strategy. For each of the eight health regions of Catalonia, the first sampling stage (of eight strata) consisted of selecting municipalities (or municipal districts in the case of the Barcelona health region) according to their population size. In each of these strata, cluster random sampling was used to select subjects, by using proportional probabilities according to the weight of the municipality (or district). Trained interviewers administered the questionnaires from January to December 1994 to avoid potential seasonality. Only 5.4% of subjects were substituted because of refusal or absence of those initially selected. Two diVerent questionnaires were used: one for subjects aged >15 and a reduced form (excluding self perceived health and other lifestyle variables) for those aged <15 or not able to answer by themselves (direct and indirect questionnaire, respectively). 24 For the present analysis, only direct responses (n=12 245) were analysed.
HEALTH RELATED VARIABLES
Ratings of self perceived health were obtained using the question "In general, how would you say your health is?", with response options of 'Excellent, very good, good, fair, or poor'. For analysis purposes, answers were grouped into two categories: "good health" (excellent, very good and good) and "poor health" (fair and poor). Data on the degree of restricted activity (no/yes) over the two weeks before the interview were obtained by pooling responses to three questions: "from (15 days ago) to yesterday, have you had to stay in bed, for at least half a day, including hospitalisation, because of your health?", "apart from days you have spent in hospital or in bed at home, over the past 15 days, have you not gone to your work or school, or have you not performed your work around the house because of your health?", and "moreover, have you restricted or decreased your usual activities (for example, walking, shopping, jogging, etc) over the past 15 days because of your health?". The presence of chronic conditions was elicited using a list of 16 common chronic conditions. A dichotomous variable (absence/presence of chronic conditions) was created for the analysis when considered as dependent variable, and an ordinal variable (number of chronic conditions: 0, 1, 2, >3) was used when included for adjustment.
USE OF HEALTH CARE SERVICES VARIABLES
Consultation with a health professional over the two weeks before the interview (no/yes) included either in-person visits or telephone consultations with a primary health care physician, specialist doctor (excluding gynaecological and obstetric visits, and visits to the dentist and optometrist), nurse, or other health professionals. Consultation with an optometrist or a dentist during the year before the interview was specifically elicited, as was hospitalisation in the year before the interview, for a minimum stay of at least one night ("Have you been hospitalised during the last 12 months?" (no/yes)). The reason for hospitalisa- As age is a major determinant of health and health services use, direct standardisation based on the 1991 Catalan census in decades was used to obtain age adjusted proportions of men and women for each of the dependent variables. 26 Prevalence odds ratios (OR) and corresponding 95% confidence intervals (CI) were computed by means of logistic regression to estimate the association between gender and health and health care services use variables. 27 The regression equations included terms for age (in decennia), social class (adapted from the British Registrar General, 28 based on the occupation of the subject, both for men and women, or of the household's head for homemaker women and students,), area of residence (the eight health regions), and number of chronic conditions (0, 1, 2, >3) for the health related variables; and, in addition, self perceived health (good/poor) and type of health insurance (only public/public plus private) for the health services utilisation variables. In all analyses, sampling weights derived from the complex sample design of the Catalan Health Interview Survey were included to maintain the sample's representativity.
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Results
As shown in table 1, there were only slight differences in age, social class, and marital status between the 5641 men and 6604 women interviewed, and geographical distribution was similar.
Women rated their health as fair or poor (29.8%) more frequently than men (21.4%). The proportion of women was greater in all age groups, and the diVerence increased with age ( fig 1) . When age, social class, geographical area, and number of chronic conditions were taken into account the diVerences persisted (OR of fair or poor health for women = 1.22; 95% CI: 1.10, 1.34) (table 2). More women (13.4%) than men (8.9%) declared having had a restricted activity day in the two weeks before the interview, corresponding to an OR=1.86 (95% CI: 1.59, 2.18). The presence of any chronic condition was more frequent among women, as compared with men (OR=1.74; 95% CI: 1.60, 1.89). The proportion of men and women with restricted activity and chronic conditions increased with age, and gender differences were of similar magnitude in all age groups (data not shown). Table 3 shows the distribution of men and women according to health care services utilisation. A slightly greater proportion of women consulted a health professional in the two weeks before the interview, corresponding to an OR of 1.20 (95% CI: 1.09, 1.31). Women were more likely to have visited an optometrist (OR=1.24; 95% CI: 1.11, 1.33) or a dentist (OR=1.43; 95% CI: 1.31, 1.55) during the year before interview. The proportion of hospitalisation was lower in women (6.6%) than in men (7.7%). When age and other adjustment variables were included in the regression equations (table 3) an inverse association was found (OR=0.73; 95% CI: 0.63, 0.85).
A stratified analysis was conducted to determine whether the pattern of health service utilisation was diVerent according to need of care, measured as self perceived health. As shown in table 4, there were no apparent diVerences according to need of care in respect to hospitalisation, visits to the optometrist and to the dentist. Women declaring good health reported a greater probability of consulting a health professional (OR=1.35; 95% CI: 1.20, 1.52) as compared with men declaring their health as good.
Discussion
The data presented here show that, in general, women have a worse health status (measured in terms of self perceived health, restriction of activity and presence of chronic conditions) than men. Nevertheless, women make only a slight greater use of health care facilities, mainly outpatient visits, and are less likely to be hospitalised than men. This is more evident when the need for health care, measured in terms of self perceived health, is taken into account.
Crude data from previous Health Interview Surveys in Spain revealed gender-based diVerences in self perceived health. In Barcelona, 16 the proportion of women and men who declared their health as fair, poor or very poor was 26.8% and 18.2% respectively in 1992. In the 1993 Spanish National Health Interview Survey, 18 these proportions were 36% and 27% for women and men respectively. Likewise, the proportions of women (28.9%) and men (21.4%) who expressed fair or poor self perceived health in Catalonia were similar to proportions found in surveys carried out in other European countries: between 23-26% in women and 18-22% in men. 19 Women were also more likely to have had a restricted activity day in the two weeks before the interview, and to have a chronic condition. These associations persisted after controlling for age, social class and, in the case of self perceived health and restriction of activity, for comorbidity, measured as the number of chronic conditions declared. We were not able to take into account, however, the potential eVect of family roles and family structure, or contribution to housework. 3 9 29 Rohlfs et al 30 have recently shown, in an analysis of data obtained from 1194 women interviewed in the 1992 Barcelona Health Interview Survey, that homemaker women declared worse self perceived health than women in paid employment (OR=1.7, 95% CI: 1.2, 2.4), whereas no clear pattern of association was evident by social class.
With respect to visits to health professionals over the two weeks before the interview, figures for women and men were similar to those derived from the 1992 Barcelona Health Interview Survey and the 1993 Spanish National Health Interview Survey. Whereas women tended to use more outpatient medical services, the data showed that women were less often hospitalised than men. This is confirmed in the stratified analysis according to self perceived health status. Women, whose worse overall health status could be interpreted as reflecting a greater need for health care, actually have a slightly higher level of medical visits but a low rate of hospitalisation, even after adjusting for type of health insurance and number of chronic conditions. This inverse pattern of health care services use according to need is close to the inverse care law. 31 It has been proposed that the higher overall morbidity among women might be accounted for by gynaecological and obstetrical causes, in contrast with the frequently alleged higher rates of unspecified psychosomatic symptoms among women. 13 In this study we used the number of chronic conditions to adjust for comorbidity, although a more precise adjustment should consider the type and nature of these conditions. Some limitations and strengths of the study deserve consideration. Selection bias is unlikely to play an important part, as the sample was large, and representative of the Catalan population (0.25% of the approximately 6 million inhabitants). Compliance was almost total (94.6%), and proxy interviews, from subjects under 14 years of age or subjects aged 15 or over but unable to answer for themselves, were not included in the present analysis to avoid the possibility of diVerential recall. Moreover, information on self perceived health was not elicited in the proxy questionnaire.
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Some concern would stem from the possibility of unreliable recall, as all data were self reported. Self perceived health status has been extensively used in Health Interview Surveys as well as in other types of observational studies, and is positively associated with need for health care, morbidity and mortality. [32] [33] [34] The reporting of restriction of activity and chronic conditions or diseases has been found to be reliable, [35] [36] [37] as has self reported hospitalisation and ambulatory physician visits over a two week period. [38] [39] [40] Although for hospitalisation the recall period was 12 months, for most people hospitalisation is a major life event that is likely to be accurately recalled. Medical visits in a longer recall period (12 months) are, however, less accurate. 38 40 DiVerences in recall of health state and health care services use according to sex seem unlikely, although some authors have argued that women may be more sensitised to suVering and recall minor illnesses and symptoms more frequently. 10 13 41 One explanation often cited for the apparently higher morbidity among women is that they are more sensitive than men to bodily discomfort, and are more willing to report or to express symptoms of distress and ill health. 8 10 Some studies also indicate that women prefer to receive care from female doctors as they are more sensitised to female problems than male doctors. 42 A similar phenomenon would be possible in interviews in relation to the sex of the interviewer: female interviewers presumably may elicit a greater response from female respondents, which might contribute to sex diVerences in morbidity.
With reference to confounding, regression equations included major potential confounders, including age, social class, area of residence, type of health care insurance (which may determine the accessibility to health care services), self perceived health and number of chronic conditions (which may account for the level of need for health care). Further allowance for other health related variables (restric-tion of activity or having had a bed-day in the previous two weeks) did not modify the pattern of association. Previous reports suggested that there is an underlying health disadvantage for men once confounding factors are controlled. 8 43 In this study, adjustment for covariates produced some attenuation in the magnitude of the estimates but the associations observed between female sex and poor health, presence of chronic conditions, and presence of restricted activity remained, and were unlikely to be because of chance. Sayer and Britt, 8 who studied gender diVerentials in doctor-patient encounters in general practice, included other potential confounding variables such as the sex of the attending physician and the patient's reasons for encounter.
This study, based on a Southern European population where universal coverage and access to health care services are guaranteed by a national health service, shows that women declare a worse health status and thus have a greater need for health care, but that they none the less report only a slightly higher level of medical consultation and lower levels of hospitalisation than men. This pattern of unmet need for health services among women should be further investigated in this population. Whether these findings would be reproducible in other countries, and their relation with the type of health care provision (public and/or private) are also concerns for future research. Research in inequalities in health and in health care services use might include analyses according to sex and to the need of care to further elucidate the complex gender diVerentials and their implications in the design and implementation of health policies. 14 23 44 This investigation was partially supported by a contract between the Catalan Health Service and the Institut de Salut Pública de Catalunya (ISP#96/00663). The opinions presented are solely the responsibility of the authors. They are grateful to Ms Eulàlia Grau, Dr Michael Herdman, Ms Sònia Alomar, and to the staffs of the "Biblioteca Universitària de Bellvitge" and the "Biblioteca del Departament de Sanitat" for their help. Preliminary results were presented at the XIV Scientific Meeting of the Spanish Society of Epidemiology, October 22-25, 1996 , Zaragoza, Spain (Gac Sanit 1996;10 (suppl 2):84).
